The goal of critical care is to provide the highest quality treatment in order to achieve the best outcomes for critically ill patients. Although intensive care medicine has developed rapidly over the years, there exists, still, little scientific evidence as to what treatments and practices are effective. Moreover, intensive care faces economic challenges, which increase the need to provide evidence not only for effectiveness but also for efficiency of the delivered care. Intensive care is, moreover, a complex process, which is carried out on a very heterogeneous population and is influenced by several variables that include such hardly quantifiable items such as the cultural background or different healthcare systems. It is, therefore, extremely difficult to reduce the quality of intensive care to something measurable, to quantify it and then to compare it between different institutions.
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Created 50 years ago, the ICU is now an essential part of hospital care. It presents itself as the discipline that aims to help patients with extended needs of care and organ support. In this respect, critical care can be seen also as the 'safety net' of a hospital -thus increasing patient safety. Unfortunately, the ICU itself is not a 'safe' place; more and more evidence shows the contrary [1, 2] . Aside from the risk that many of our interventions carry [3] , many other factors add to the complexity of care and thus impact on the outcomes of our patients. Forced by the increasing constraints that are placed more and more on the healthcare system, the evaluation of effectiveness and, moreover, efficiency thus becomes more and more important. This results in the necessity to evaluate risks and outcomes of intensive care patients on all levels and in all stages of their treatments.
For more than 25 years, outcome research in intensive care has been relying heavily on risk adjustment methods to assess and quantify the risk of patients who are admitted to our ICUs. Several risk adjustment systems have been developed and are now used in daily practice. However, all of these systems present with problems [4, 5] , as they rely on several statistical assumptions that have not been proven yet. Moreover, most systems give a one-point estimate, known as the standardized mortality ratio (SMR) or observed-to-expected mortality ratio (O/E).
Recently, Moreno et al. [5] presented a new approach: their method is able to display the profile of risk for a given ICU over the whole spectrum of the severity of illness of their patients. The consequences of their concept seem to be quite important: they demonstrate that the idea that ICU performance is stable -that ICUs always perform badly or well -does not hold true. An ICU may perform well in some parts, but less well in other parts of the risk curve. This raises the challenge to further investigate the reasons for such differences and to optimize the critical areas of the ICU performance of that specific ICU, as highlighted by chart for the risk profile model (RPM).
In line with these findings, the study by Valentin et al. details the importance of risk reduction in our patients. They review recent findings related to the reduction of risk in ICU patients with respect to the process of care. Risk in this context can be seen as the probability that either a disease-related condition or the process of care will contribute to morbidity, mortality or long-term sequelae. All patients carry both an intrinsic risk (disease-related) and an extrinsic risk (care-related) at the same time. It seems clear that any intervention in the ICU must be justified by a reasonable balance of expected benefits and expected risks. This provides the rationale to keep the extrinsic risk at the lowest possible level, which means reducing the potential for harm in every single step of the process of care.
Recent studies show that organization and management of critical care services impact on the outcome of our patients. Much of the focus of intensive care has traditionally been on improvement in technology for organ support and resuscitation. Angus et al. suggest looking at the organizational matters on different levels: organization of health service systems, of hospitals and of ICUs. One of the emerging topics in this context is, moreover, the way that intensive care is provided: the question as to how much intensive care treatment should be standardized is still under debate. In this context Hasibeder reviews the current evidence for possible effects of standardization on outcomes of our patients.
Another important aspect for the prognosis of ICU patients is -as discussed by Capuzzo and colleagues in this series -the way that admission and discharge are handled. One of the keystones for a good quality of care is that access to intensive care resources should be available for all patients who need it. However, we all know that the situation in daily life is completely different: resources are scarce and thus triage of patients is a daily procedure of ICU physicians. As several studies point out, it is necessary to identify those patients who benefit most from intensive care. This also involves the discharge of patients, which has also been shown to greatly impact on the prognosis of patients [6, 7] .
So far, most studies focused on ICU or hospital mortality as the major outcome measure. However, apart from mortality, there are other outcomes that seem to be as important: long-term outcomes such as the quality of life after intensive care become more and more interesting. This has to do with the economic pressure -with the need to distribute resources according to objective criteria. The question of who benefits from intensive care, which was raised in the last study, can only be answered if we know also about the sequelae of our treatments -the long-term prognosis. Flatten reviews, thus, the importance of mental and physical disorders after intensive care.
Finally, intensive care treatment is a feature that has been provided for a long time in specific areas only (the ICUs). However, it is evident that we need such services also outside these specific settings. People do not become critically ill in the ICU, this occurs in other parts of the hospital. Thus, it seems necessary that good-quality intensive care is integrated in the continuum of hospital care. It should be available for all patients in the hospital and thus follow the patient flow through the hospital. In this section of the journal, Hillman discusses the way intensive care treatment has changed over the past years to become more focused on the needs of patients.
Finally, it must be said that there exists clear evidence that the need for intensive care services will even increase in the future. Recently, Needham et al. [8] estimated the annual growth rate for the incidence of mechanical ventilation in the region of Ontario, Canada, to be 2.3%. This has on one hand to do with the generation of 'baby boomers' and on the other hand with the increasing age of the population in the Western world. Thus, the economic constraints will put even more pressure on our healthcare systems. Intensive care is the primary specialty wherein medical, ethical and economical demands meet -and thus the allocation of resources has important implications.
The past two decades have shown that we can assess the risk of our patients with high accuracy: the risk they carry when they are admitted, as well as the risk that our treatment poses on them. Now it is time to use the information which outcome research provided us with to move from pure risk assessment to risk management in order to improve the quality of our services and the outcomes of our patients.
